This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
sided significance level of 0.05. The sample was selected by contacting centres with at least 8 potential participants. Among those centres that chose to participate, the centre manager and staff identified potential candidates. The authors did not discuss whether the study sample was appropriate for the clinical study question. Among 292 patients screened for inclusion, 91 did not meet the study inclusion criteria or died before full assessment. The study included 201 patients in total, of which only 161 had complete cost data. For those patients with cost data, 91 were in the intervention group and 70 in the control group.
Study design
The study was a single-blind randomised controlled trial conducted in multiple centres. The 23 centres consisted of 18 care homes and 5 day centres. A researcher generated a list of participants in each centre and ordered them alphabetically. This list was passed to the therapist, who was masked to all assessment outcomes, who then drew numbers from a counter selector. The first five numbers that identified participants on the list were assigned to the intervention group, and the remaining participants (range: 3 to 5) were assigned to the control group. The researcher who assessed the patients was blind to treatment allocation.
The groups were followed up for 8 weeks. Eleven patients with complete cost data were lost to follow-up because of death (n=4), illness (n=3), moving away (n=1) and refusing the follow-up assessment (n=3). The authors stated that there were no differences in baseline characteristics between those included and excluded from the economic evaluation.
Analysis of effectiveness
The analysis of effectiveness was conducted on an intention to treat basis for those patients who were randomised, whether or not they took part in the whole programme. The primary health outcome was change in cognition as measured by the MMSE. The secondary outcome was quality of life as measured by the Quality of Life in Alzheimer's Disease (QoL-AD) scale. The authors stated that there were no differences in clinical measures between the intervention and control groups at baseline. The intervention group had a slightly higher mean age (85.7 years versus 84.7 years) and a higher proportion of females (80% versus 75%) compared with the control group.
Effectiveness results
Among the full study sample of 201 patients, there was a significant improvement in MMSE for the intervention group compared with the control group (+1.14; p<0.05) and a significant improvement in the QoL-AD scale (+1.64; p<0.05).
For the sample included in the economic evaluation (i.e. the 161 patients with complete cost data), the mean difference in MMSE was +0.6 for the intervention group compared with the control group, and +1.98 in the QoL-AD scale.
Clinical conclusions
The authors concluded that CST has effectiveness advantages, in terms of cognition and quality of life, over treatment as usual in patients with dementia.
Measure of benefits used in the economic analysis
The measure of benefit used was the change in mean score on the MMSE.
Direct costs
Aggregated levels of service use were reported separately from the costs. The study included the direct costs to the health service and other agencies providing social care. The direct costs included residential care, domestic housing, hospital services, day services, community services, medication and the cost of the intervention (e.g. researchers' time, travel expenses, care assistant time and equipment). The estimation of prices was based on published national figures for England using data from the Personal Social Services Research Unit and the British National Formulary. Discounting was not relevant as the duration of follow-up was less than one year. The study reported the average costs.
Authors' conclusions
"Taking part in the evidence-based CST (cognitive stimulation therapy) group programme made little difference to the costs for the participants relative to people receiving care as usual, but cognitive outcomes as measured by the MMSE and ADAS-Cog were improved, as was quality of life as measured by the QoL-AD. The estimated cost-effectiveness acceptability curves for both cognitive improvement and quality of life change suggest that decision-makers would be likely to view CST as a comparatively cost-effective option, although costs and outcomes were measured over a relatively short period."
CRD COMMENTARY -Selection of comparators
The comparator was treatment as usual. You must decide whether the usual activities in the care homes and day centres included in the study are representative of treatment as usual in your own setting.
Validity of estimate of measure of effectiveness
The effectiveness data were derived from a single study. A single-blind randomised controlled design was appropriate for the study question. Power calculations, to ascertain whether the results obtained were due to the intervention or to chance, were reported. In addition, the method of randomisation, length of study, loss to follow-up and blinding assessment were all reported, suggesting that the internal validity of the study is likely to be high. The analysis was conducted on an intention to treat basis and extensive statistical analyses were carried out to account for potential biases and confounding factors.
The authors acknowledged that it was not possible to generalise the results to groups other than those who participated in the study (i.e. patients with mild to moderate dementia with some functional hearing and vision).
The economic evaluation did not account for all patients included in the effectiveness study. Although the authors stated that there were no significant differences between those patients included and excluded from the economic evaluation, it is apparent that there were differences in the point estimate of the primary outcome. The authors did not explore alternative approaches for dealing with the missing resource use data.
Validity of estimate of measure of benefit
The estimation of benefits was obtained directly from the effectiveness analysis. The authors acknowledged that the interpretation of the study results is inhibited by a lack of evidence on the society's or health system decision-makers' willingness-to-pay per additional point on the MMSE scale.
Validity of estimate of costs
For the cost perspective adopted (i.e. health and personal social services), it appears that all the relevant categories of cost have been included. The costs were reported separately from aggregated resource use quantities, which may aid the generalisability of the study results. The costs were compared using bias-corrected bootstraps and an ANCOVA. ANCOVA is appropriate for data that are normally distributed, which is not typical of cost data. The unit costs were taken from published sources in the study setting. A sensitivity analysis of the prices was not conducted. The price year was stated, which will aid future inflation exercises. Since the costs were incurred during less than one year, discounting was not relevant.
